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1  | INTRODUC TION
Healthcare reforms and innovative policies have been introduced 
worldwide to meet the upcoming challenges due to an increased 
number of elderly people and people with chronic diseases (St. 
Sauer, 2015; Uijen & van de Lisdonk 2008). The healthcare services 
in Norway are divided into two levels. The state is responsible for 
tertiary healthcare services provided in specialist hospitals, out‐
patient services and emergency services, while the municipalities 
are responsible for primary health care, including general practice, 
home‐based care and nursing homes. In Norway, the implementa‐
tion of the Coordination Reform of 2012 has led to a greater number 
of patients receiving more specialized medical treatments outside 
hospitals (The Norwegian Department of Health & Care, 2009). 
For example, the establishment of municipal acute wards (MAWs) 
has led to patients who earlier were hospitalized now receiving 
acute healthcare services in the municipalities. Moreover, there 
has been an increased development and/or new establishment, of 
intermediate care units for patients before and/or after a hospital 
stay. These wards are called units for patients ready for discharge or 
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Abstract
Aims: (a) To explore nurses’ self‐assessed competence and perceived need for more 
training in primary and tertiary healthcare services; and (b) to investigate the factors 
associated with these issues.
Design: Quantitative, cross‐sectional, descriptive.
Methods: The ProffNurseSAS, the Job Satisfaction Scale and socio‐demographics 
were used. A convenient sampling method was used to invite registered nurses from 
23 primary (N = 104) and tertiary care wards (N = 26).
Results: Five significant differences in self‐assessed competence were identified, 
with none regarding the perceived need for more training between nurses working in 
primary versus tertiary health care. Nurses in primary health care had longer experi‐
ence, and a larger proportion had continuing education. Nevertheless, this was not 
associated with either self‐assessed competence or the perceived need for more 
training. Years of experience, training or reported job satisfaction was not associated 
with the items on the ProffNurseSAS.
Conclusion: Findings indicate that nurses’ competence is same in primary and ter‐
tiary healthcare settings. Moreover, the findings of this research highlight areas that 
need further improvement and emphasis from both leaders and educational institu‐
tions when they attempt to ensure nurses’ competence.
K E Y W O R D S
healthcare quality, job satisfaction, nurse competence, patient safety, primary and tertiary 
health care, self‐assessed competence
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short‐stay wards (Johannessen, Luras, & Steihaug, 2013; Lappegard 
& Hjortdahl, 2012; Romoren, Torjesen, & Landmark, 2011). Similar 
intermediate care wards have been implemented internationally 
to meet future healthcare challenges. They aim to ensure the inte‐
gration of services and collaboration in and between primary and 
tertiary healthcare settings (Grimsmo & Magnussen, 2015; Smith et 
al., 2013). Intermediate care units have existed both nationally and 
internationally for several years in, for example, so‐called general 
practitioner hospitals (GPHS) or cottage hospitals (Aaraas, 1998). 
Nevertheless, the increasing focus on the decentralization, coordi‐
nation and integration of services has led to more and more patients 
also receiving active medical treatment outside hospitals (Lillebo, 
Dyrstad, & Grimsmo, 2013; Swanson & Hagen, 2016). Healthcare 
services are exposed to efficiency demands, a focus on early dis‐
charge from pressured hospitals and a lack of financial resources 
(OECD, 2010, 2013). These demands often lead to political initia‐
tives that are not necessarily built on professionals’ and/or patients’ 
evaluations of what characterizes safe, quality healthcare services.
The extensive development and complexity of healthcare ser‐
vices challenge the competence of healthcare workers (World Health 
Organization, 2010). International organizations have emphasized 
the importance of nurses’ education and competence to ensure qual‐
ity and patient safety in healthcare services (Institute of Medicine, 
2003; International Council of Nurses, 2012). Competence has been 
described as a combination of knowledge, fitness, assessments and 
attitudes, but there is no consensus on a definition of “nursing com‐
petence” (Cowan, Norman, & Coopamah, 2005; Cowan, Wilson‐
Barnett, Norman, & Murrells, 2008). The World Health Organization 
describes “nurses’ professional competence” as a framework of skills 
that reflects knowledge, attitudes, as well as psychosocial and psy‐
cho‐motor elements (World Health Organization, 2009).
Nurses report that they need to increase their knowledge in, 
for example, pharmacology and age‐related physiological changes. 
Nevertheless, they report a lack of training and education in such 
areas (Simonsen, Daehlin, Johansson, & Farup, 2014; Simonsen, 
Johansson, Daehlin, Osvik, & Farup, 2011). The decentralization of 
specialist/tertiary healthcare services and the complexity of pa‐
tient cases challenge the knowledge, training and competencies of 
nurses working in primary healthcare services. For example, there 
has been an increased use of medical–technical devices outside 
hospitals (Gautun & Syse, 2013). Studies from GPHS (Aaraas, 1998), 
intermediate care units (Garåsen, 2008) and community hospitals 
(Lappegard, 2016) indicate that the decentralization of specialist 
healthcare services does not necessarily have an impact on patient 
safety and quality, as measured by patient outcomes.
The importance of nurses’ competence in ensuring patient safety 
has been confirmed in several studies (Finnbakk, Wangensteen, 
Skovdahl, & Fagerström, 2015; Kirwan, Matthews, & Scott, 2013; 
Needleman & Hassmiller, 2009), as well as its connections to health‐
care quality (Naylor et al., 2013). Nevertheless, we could not identify 
studies that explore nurses’ competence in the newly established 
primary healthcare wards.
2  | AIM
This study purported to explore and compare nurses’ self‐assessed 
competence, as well as their perceived need for more training and 
education in primary and tertiary healthcare services, respectively. 
Moreover, the aim of this work was to explore factors associated 
with these issues, such as age, gender, continuing education, years 
of experience as a nurse, years of experience in primary health 
care, years of experience in hospitals, targeted training during the 
last two years and job satisfaction. An assessment of nurse compe‐
tence might be used to promote professional development, to adjust 
nurses’ competencies to public needs and to assess organizational 
performance (Hamström, Kankkunen, Suominen, & Meretoja, 2012).
3  | METHODS
3.1 | Design
This study had a cross‐sectional, descriptive, quantitative design, 
using a questionnaire to explore nurses’ competence in primary and 
tertiary health care.
3.2 | Setting and participants
This study was conducted in a county in the southeastern part of 
Norway, with approximately 290,000 inhabitants. Registered nurses 
TA B L E  1   Primary healthcare wards included
Sarpsborg 
(N = 5)
Halden 
(N = 2) Indre Østfold (N = 5)
Fredrikstad 
(N = 4)
Moss 
(N = 4) Total N = 20
Municipal acute ward 8 5 7 11 10 41
Rehabilitation ward 6 20 21 12 8 67
Palliation ward 4 6 8 – 5 23
Short‐stay ward 54 17 28 96 20 215
Mixed ward 13 13
Total 85 48 64 119 43 359
Note. N: number of included wards; Numbers in table: number of beds in the ward(s).
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were invited from all the primary healthcare wards that treated pa‐
tients who earlier were hospitalized: MAWs, units for patients ready 
for discharge, short‐stay wards and rehabilitation and palliation 
wards (N = 20). Table 1 gives an overview of the included primary 
healthcare wards.
The wards are distributed in accordance with the establishment 
of the five MAWs in the county, in the five different municipalities 
containing the head city. In addition, nurses from three wards in the 
county hospital were invited to participate. These wards were selected 
due to treating patients considered similar to and representative of 
patients in primary health care, namely an infection ward (beds = 24), 
a geriatric ward (beds = 18) and an observation ward (beds = 22).
A convenient sampling method was used: all the nurses fulfilling 
the inclusion criteria in the selected wards were invited to partic‐
ipate. Consequently, we did not conduct sample size calculations. 
Inclusion criteria were as follows: registered nurses with a minimum 
of one‐year experience at their present job, nurses with a minimum 
of 50% clinical work with direct patient contact and nurses with 
sufficient Norwegian fluency to understand and respond to the 
questionnaire.
3.3 | Data collection
The questionnaire consisted of three different parts:
Part 1: Demographics, which included information about gender, 
age, percentage of employment, educational background, experi‐
ence as a nurse, experience with primary health care, experience 
with tertiary health care, type of ward and targeted training con‐
ducted during the past two years.
Part 2: The professional nurse self‐assessment scale, 
ProffNurseSAS (Finnbakk et al., 2015), consisting of 50 questions. 
The development of the questionnaire was influenced by the vali‐
dated questionnaire the Nurse Competence Scale (NCS) (Meretoja, 
Isoaho, & Leino‐Kilpi, 2004). The ProffNurseSAS includes informa‐
tion regarding nurses’ clinical practice, professional development, 
ethical decision‐making, clinical leadership, cooperation and consul‐
tation and critical thinking. Nurses are asked to: (a) assess their own 
competence; (b) to evaluate their need for more training and educa‐
tion; and (c) to report whether this item was covered in their nursing 
educational programme (yes/no) related to each of the 50 questions 
in the questionnaire (Finnbakk et al., 2015). The questionnaire uses 
a 10‐point numeric rating scale on the (a) and (b) items, respectively 
(1 = lack of competence/no need for further training or education, 
10 = excellent competence/extensive need for further training or 
education).
Part 3: The Job Satisfaction Scale (JSS) is used to map job sat‐
isfaction (Andersen & Andersen, 2012; Warr, Cook, & Wall, 1979). 
The JSS builds on 10 aspects of working conditions: responsibility, 
variation in tasks, relationship to colleagues, physical environment, 
opportunity to use one's own abilities, summated job satisfaction, 
freedom to decide one's working methods, acknowledgement, in‐
come or wages and working hours. The scale is scored on a 7‐point 
Likert scale, where 1 = very dissatisfied and 7 = very satisfied.
Informational meetings with nurses and leaders were conducted 
in all the wards (N = 23) before data collection, in addition to infor‐
mation about the study sent by email. The questionnaires were dis‐
tributed on paper and collected in sealed boxes at each ward, during 
three weeks in March 2018.
3.4 | Statistical analysis
Frequencies were used to present characteristics of the study sam‐
ple. Continuous variables were summarized by their median, mean 
and standard deviation (SD). Both mean and median were reported 
to show the skewness in the data. Since data were skewed (not 
normally distributed), the Mann–Whitney U test was used to com‐
pare primary and tertiary care wards. A multiple generalized linear 
regression model was used to identify the association between 
self‐assessed competence; the perceived need for more training 
(=dependent variables); and the covariates age, gender, ward, ed‐
ucation level, years of experience as a nurse, years of experience 
in primary health care, years of experience in a hospital, training 
conducted for the past two years and score on the Job Satisfaction 
Scale (=independent variables). A significance level of 0.05 was cho‐
sen. All analyses were performed using the Statistical Package for 
the Social Sciences, SPSS Version 21 (IBM Corporation, 2012). The 
internal consistency of the items was analysed by calculating the 
Cronbach's alpha coefficient. No methods for calculating missing 
items exist.
3.5 | Ethical considerations
Approval was sought and given by the Regional Committee for 
Medical and Healthcare Research (REK; Ref. no. 2017/2177‐3), as 
well as the Norwegian Center for Research Data (Ref. no. 56640). 
Approval and consent to participate were collected from the leaders 
of all the participating wards. Participation was based on guidelines 
for ethical research in the Declaration of Helsinki (World Medical 
Association, 2015) and on willing, informed consent. A returned, 
completed questionnaire was considered a written consent to par‐
ticipate. Since data were unidentifiable, nurses had no opportunity 
to withdraw from the study after returning their questionnaire. Data 
were handled anonymously and confidentially, and participants are 
not recognizable in the presentation of the study's findings. Data 
were kept in the research area of a safe, internal zone (mandating 
password and user access) at the hospital trust.
4  | RESULTS
A total of 245 nurses in primary healthcare wards fulfilled the inclu‐
sion criteria. Of these, 104 (42.4%) completed the questionnaire. In 
the hospital wards, 75 nurses fulfilled the criteria and 26 (34.7%) 
responded. The percentage of responses differed in the primary 
healthcare wards between 22–100 and in the hospital wards be‐
tween 25–65.
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4.1 | Sample
Nurses’ demographics (percentage of employment, years since 
graduation from nursing school, years of experience in primary and 
tertiary health care, respectively, continuing education after bache‐
lor's degree in nursing, training for the past two years and training or 
education related to a specific patient case) are presented in Table 2.
Nurses in primary health care had significantly longer experience 
as a nurse and more years of experience from primary health care. A 
larger proportion of the nurses had continuing education after their 
bachelor's degree than tertiary care nurses (Table 2). Nurses’ con‐
tinuing education is presented in Table 3.
Training for specific patient cases was mainly conducted in primary 
healthcare nurses. This education included ventilator treatment (N = 16), 
care for patients with tracheostomies (N = 16), end‐of‐life treatment 
(N = 6) and peritoneal dialysis (N = 4). In tertiary health care, such specific 
training was related to the use of various medical–technical equipment.
4.2 | ProffNurseSAS
Comparative analyses, as assessed by the Mann–Whitney U test, 
showed only six significant differences in self‐assessed competence 
on the 50 items of the ProffNurseSAS between nurses in primary 
and tertiary healthcare services. An overview of responses to each 
of the 50 items is presented in Table 4.
The items that showed significant differences were as follows: 
“I take patients’ mental health needs (mood swings, feelings of 
hopelessness, depression, etc.) into account when assessing and 
planning for the health and life situation of patients” (p = 0.04), “I take 
patients’ spiritual health needs (feelings of meaninglessness, existen‐
tial needs, beliefs, fear of death, etc.) into account when assessing 
and planning for the health and life situation of patients” (p = 0.04), “I 
take patients’ physical health needs (illness, pain, disabilities, etc.) into 
account when assessing and planning for the health and life situation 
of patients” (p = 0.04), “I take patients’ social health needs (leisure ac‐
tivities, friends, financial situation, etc.) into account when assessing 
and planning for the health and life situation of patients” (p = <0.01) 
and “I focus on relatives’ need for support and guidance” (p = 0.02).
Nurses had the least self‐assessed competence on the item “I give 
health‐promoting advice and recommendations to patients via tele‐
phone, email, or other digital solutions.” Nurses perceived the most 
extensive need for further training on the item “I have knowledge of 
the interactions of various types of medication and what side effects 
they may cause for the patients I am responsible for” (Table 4).
Several of the items were reported as not covered in the nurses’ 
educational programme. The item most frequently reported was “I 
improve routines/systems that fail to meet the needs of patients at 
my workplace” (N = 19). Only one of the items was not reported un‐
covered by any of the nurses, namely “I adopt an ethical approach in 
my relationship with patients.”
Summing up the mean values of each of the items and dividing 
by item totals, the mean self‐assessed competence was 7.8 (SD = 1.1, 
median = 7.9) for nurses in primary health care, while tertiary care 
nurses reported a mean of 7.5 (S = 1.2, median = 7.7).
Primary health care 
(N = 104)
Tertiary helath care 
(N = 26) p‐Value
Percentage of employment 87.6% (97.3) 
SD = 14.9
100% (100) 0.48
Years since graduated nurse 2.9 (4.0) 
SD = 1.2
1.9 (2.0) <0.001
Years of experience from 
primary health care
2.4 (2.0) 
SD = 1.2
1.5 (1.0) 
SD = 0.8
<0.01
Years of experience from 
tertiary health care
1.8 (1.0) 
SD = 1.1
1.5 (1.0) 
SD = 0.8
0.26
Continuing education 50% 15.4% <0.001
Further training last two years 88.5% 96.2% 0.24
Training in a specific patient 
case
59.6% 46.2% 0.22
Note. SD, standard deviation. Median in parentheses. Based on Mann–Whitney U test.
TA B L E  2   Description of participant 
demographics
TA B L E  3   Overview of nurses’ continuing education and courses in primary and tertiary health care
Continuing education Courses
Management A/I/AC Master's degree Pedagogics ABCDE HHLR
Primary health care 20.9% 18.8% 8.3% 6.3% 59.8% 32.5%
Tertiary health care 50.0% 91.7% 8.3%
Note. A/I/AC: continuing education in anaesthesia, intensive care, acute care; ABCDE: courses in Airways–Breathing–Circulation–Examination, such as 
ProAct or Alert; HHLR: course in heart and lung resuscitation for healthcare personnel.
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4.3 | Job satisfaction
Comparative analyses, as assessed by the Mann–Whitney U test, 
showed no significant differences in nurses’ job satisfaction in pri‐
mary and tertiary health care, respectively. An overview of nurses’ 
scorings on the JSS is presented in Table 5. The mean value for 
primary healthcare nurses’ job satisfaction was 5.9 (SD = 1.3, me‐
dian = 6.0), and in tertiary healthcare nurses, it was 6.0 (SD = 1.1, 
median = 5.9).
4.4 | Multiple regression
Multiple regression analyses showed that the type of ward, per‐
centage of employment and years of experience as a nurse/from 
primary health care/from tertiary health care, continuing educa‐
tion or reported job satisfaction were not associated with any of 
the items or the mean score of the ProffNurseSAS self‐assessed 
competence or the perceived need for more training (Table 6). The 
internal consistency, as measured by the Cronbach's alpha, of both 
the ProffNurseSAS questionnaire and the JSS questionnaire in this 
study was 0.9 (=excellent).
5  | DISCUSSION
Findings show that nurses in primary health care had significantly 
more experience and a larger proportion had continuing education 
than nurses in tertiary health care. Five significant differences in 
Primary health care 
(N = 104)
Tertiary health care 
(N = 26) p‐value
Responsibility 4.6/5.0 (1.3) 5.0/5.0 (1.4) 0.10
Variation in tasks 5.8/6.0 (0.9) 5.25/6.0 (1.6) 0.19
Colleagues 6.2/7.0 (1.3) 5.9/6.0 (1.1) 0.07
Physical environment 4.5/4.5 (1.5) 4.9/5.0 (1.5) 0.31
Possibility to use your abilities 
and skills
5.5/6.0 (1.3) 5.2/5.0 (1.5) 0.38
Total impression of your work 
situation
5.7/6.0 (1.1) 5.6/6.0 (1.3) 0.99
Feel free to make my own 
decisions
4.5/5.0 (1.3) 4.9/5.0 (1.5) 0.15
Acknowledgement from leaders 
and colleagues
4.9/6.0 (2.6) 4.5/4.0 (1.6) 0.18
Wages 2.8/2.0 (1.7) 3.3/3.0 (1.4) 0.08
Working hours 4.6/4.5 (1.7) 4.3/4.0 (1.5) 0.35
Considering how you feel right 
now, are you satisfied with your 
life, or are you mainly 
dissatisfied?
4.9/5.0 (1.4) 5.1/5.0 (1.4) 0.50
Note. Job Satisfaction Scale (JSS) scores: 1 = very dissatisfied. 7 = very satisfied. N = number of par‐
ticipating nurses.
TA B L E  5   Results on the Job 
Satisfaction Scale
Factor
Self‐assessed competence Need for further training
Standardized Beta p‐value Standardized Beta p‐value
Type of ward 0.15 0.84 0.13 0.46
Percentage of 
employment
0.04 0.79 0.01 0.96
Years of experience as a 
nurse
0.17 0.64 0.02 0.95
Years of experience 
primary health care
−0.09 0.76 −0.17 0.58
Years of experience 
tertiary health care
−0.03 0.90 −0.32 0.18
Continuing education −0.14 0.49 0.03 0.88
JSS 0.17 0.31 −0.12 0.47
Note. JSS: Job Satisfaction Scale score.
TA B L E  6   Multiple regression analysis 
of different factors’ association with 
self‐assessed competence and perceived 
need for further training
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self‐assessed competence between nurses working in primary ver‐
sus tertiary health care were identified. Moreover, there were no dif‐
ferences in reported job satisfaction between primary and tertiary 
healthcare nurses. No associations between socio‐demographics 
or job satisfaction and self‐assessed competence/need for further 
training were found.
Our findings fill a gap in knowledge about nursing compe‐
tence in the newly established municipal intermediate care or 
acute wards, in comparison with hospital wards. A 2010 review 
only identified two Norwegian studies concerning competence in 
community care (Finnbakk, Skovdahl, & Blix, 2012). A stepdown 
in competence outside institutions has been shown in studies 
comparing staff in home‐based care and staff in nursing homes 
(Hasson & Arnetz, 2008; Bing‐Jonsson, Hofoss, Kirkevold, Bjørk, 
& Foss, 2016; Finnbakk et al., 2015). Our findings may indicate 
that municipalities have used the years from the implementation 
of the Coordination Reform (CR) in  well. Haukelien et al. (2015) 
explored nurses’ experiences with the implementation of the CR. 
Then, nurses claimed that the municipalities could not build suf‐
ficient competence and a professional infrastructure to meet the 
increasing complexity and number of patients in primary health 
care. In contrast, the significant differences in self‐assessed com‐
petence in our study indicated a higher self‐assessed competence 
in primary healthcare nurses: primary healthcare nurses had 
significantly higher self‐assessed competence on items such as 
considering patients’ mental, spiritual, social and physical health 
needs when assessing and planning for the health and life situa‐
tions of patients, as well as focusing on relatives’ need for support 
and guidance. These items corroborate research on healthcare 
services with a patient‐centred approach (e.g., Bowie et al., 2015; 
Kitson, Marshall, Bassett, & Zeitz, 2012). Studies have also re‐
ported that patients experience patient‐centred care in the newly 
established municipal acute wards versus in hospitals (Leonardsen, 
Del Busso, Grøndahl, & Jelsness‐Jørgensen, 2016, 2017). This may 
indicate that nurses in primary health care have higher compe‐
tence in providing patient‐centred healthcare services.
Nurses reported the lowest self‐assessed competence for the 
item “I give health‐promoting advice and recommendations to pa‐
tients via telephone, email, or other digital solutions”; the highest 
perceived need for more training and/or education for the item “I 
have knowledge of the interactions of various types of medication 
and what side effects they may cause for the patients I am responsi‐
ble for”; and the item “I give health promotion and illness preventive 
recommendations in accordance with national guidelines to patients.” 
This is important information for a society that searches for digital 
solutions to increase the efficiency of healthcare services. Studies 
have shown that the overall level of nurse competence as perceived 
by nurses is high (Bing‐Jonsson, Hofoss, et al., 2016; Istomina et 
al., 2011) and this is supported by our study. Nurses have assessed 
their competencies in managing situations and work roles as the 
highest and in teaching‐coaching and ensuring quality as the lowest 
(Istomina et al., 2011). Moreover, nurses have reported insufficient 
competence in areas like nursing measures, advanced procedures 
and nursing documentation (Bing‐Jonsson, Foss, Foss, & Bjørk, 2016), 
as well as in psychiatric and palliative nursing and certain technical 
skills (Furåker, 2012). Consequently, the findings in our study both 
support and add to earlier research. In addition, our findings reveal 
areas where nurses’ competence in both primary and tertiary health 
care could be improved. This knowledge is important when develop‐
ing new healthcare services and in quality improvement initiatives.
Furthermore, areas that nurses reported as not covered by 
their nursing educational programmes were the “improvement of 
routines and systems,” participation in quality and competence 
development and creative learning. This lack of education was 
also related to evaluations of differential diagnoses, interactions 
and side effects of medication and giving health‐promoting ad‐
vice to patients. Changes in the delivery of nursing have chal‐
lenged nursing educators to seek innovative ways to ensure that 
their educational programmes produce competent practitioners. 
Schoneman, Simandl, Hansen, and Garrett (2013) found that cur‐
ricula of participating colleges and universities did not address the 
necessary competencies in financial planning and management or 
leadership and systems thinking. Six areas of competence have 
been suggested for nursing education: patient‐centred care, team‐
work and cooperation, evidence‐based practice, quality improve‐
ment, safety and informatics. Moreover, areas like ethical values, 
nursing skills, communication and inter‐personal skills have been 
emphasized (Bing‐Jonsson, Hofoss, et al., 2016; Kajander‐Ukuri, 
Salminen, Saarikoski, Suhonen, & Leino‐Kilpi, 2013; Kajander‐
Ukuri et al., 2014). Hence, the findings in this study add to earlier 
research on areas that merit emphasis when planning and develop‐
ing nursing educational programmes.
Both nurses in primary and tertiary health care had received 
training for the last two years. Since we do not have data from before 
the CR implementation for comparison, we cannot assume that this 
has changed due to the increasing challenges in healthcare services. 
Nevertheless, our findings show that nurses in primary health care 
also received training for specific patient cases, such as ventilators, 
tracheostomies, palliation or dialysis, which may indicate a greater 
emphasis on meeting the exacerbated severity and complexity of 
patients’ conditions in primary health care. This is supported by, for 
example, Henni et al. (2018), who emphasized a need for nurses in 
primary health care with advanced qualifications to adequately ad‐
dress the needs of frail older adults.
Regarding the scores on the JSS, work satisfaction has been 
inversely related to high levels of staff turnover (Karsh, Booske, & 
Sainfort, 2005; Sikorska‐Simmons, 2005; Van den Berg, Landeweerd, 
Tummers, & Van Merode, 2006). There were no significant differ‐
ences in job satisfaction between nurses in primary (mean = 5.9) and 
tertiary health care (mean = 6.0). Job satisfaction was scored rela‐
tively high, and it was not associated with self‐assessed competence 
or the perceived need for more training and education. This is in line 
with a study that found that nurse competence influences job satis‐
faction and nursing performance (Ha & Choi, 2010) and may indicate 
that there will be competent nurses to provide primary healthcare 
services also in the future.
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Moreover, findings show that demographic factors, such as years 
of experience, continuing education or job satisfaction, were not as‐
sociated with self‐assessed competence or the perceived need for 
more training. This contradicts earlier studies, which identified nurse 
education, experience, professional development, independence, 
work satisfaction (Grönroos & Perälä, 2008; Istomina et al., 2011), 
professional group affiliation, workplace, age (Bing‐Jonsson et al., 
2016), gender (Hamström et al., 2012) and marital status (Kim & Kim, 
2015) as predictors of nurses’ self‐reported competence. Of course, 
a larger sample size may have detected similar associations.
Results on nurses’ self‐assessed competence, their perceived 
need for more training (or lack thereof) and their reported job sat‐
isfaction indicate high quality and safety in both primary and ter‐
tiary healthcare services. In this study, we could not confirm the 
suggested differences in quality, safety and competence in policy 
documents and media between the two levels of health care or the 
worries about enough competence to meet future needs.
5.1 | Strengths and limitations
One limitation of this study is the lack of generalization of results 
due to the small sample size. A larger sample size may have given 
more significant differences. In some wards, the response rate was 
very high; in other wards, it was very low, and we cannot be sure that 
the sample is representative. In retrospect, we could have computed 
a power analysis and focused on including nurses accordingly, for 
example, by allowing the completion of questionnaires on profes‐
sional development days. Moreover, we could have invited nurses 
from more hospital wards to better compare primary and tertiary 
health care. Nevertheless, the inclusion of so many wards represent‐
ing both the central and rural parts of the county and both small and 
big units may strengthen the validity of our findings.
Nurses reported that the questionnaire was time‐consuming to 
complete. A shorter questionnaire could have increased the num‐
ber of responders: a review study and meta‐analysis found that re‐
sponse rates were lower for longer questionnaires (Rolstad, Adler, 
& Ryd'en, 2011). Perhaps only nurses chose to participate who had 
high self‐assessed competence and little need for further training—
or a positive attitude towards research and competence develop‐
ment. In addition, there is also a greater likelihood that those who 
felt the least competent refrained from taking part.
A limitation regarding the assumption that nurses in primary 
and tertiary health care have similar and sufficient competence is 
indicated in studies that indicate discrepancies between self‐assess‐
ments and observed performances (Baxter & Norman, 2011; Lauder 
et al., 2008). Further studies need to be conducted to evaluate the 
association between self‐assessed competence and actual knowl‐
edge and clinical skills.
The validity and reliability of this study is strengthened by the 
instruments used. The ProffNurseSAS, as well as the JSS, have been 
found to be valid and reliable (Andersen & Andersen, 2012; Finnbakk et 
al., 2015; Warr et al., 1979). The Cronbach's alpha was excellent in this 
study, which indicates proper internal consistency of the tools.
6  | CONCLUSION AND IMPLIC ATIONS 
FOR CLINIC AL PR AC TICE
Findings show that nurses’ self‐assessed competence, perceived 
need for more training and job satisfaction were the same in pri‐
mary and tertiary healthcare services. This indicates good quality, 
safe services for “the earlier hospital patients,” regardless of decen‐
tralization. The main areas nurses expressed a need for further train‐
ing were, for example, in using digital solutions in communication 
with patients, health assessment of patients and knowledge about 
medication interactions. Hence, results in this study may be useful in 
quality improvement initiatives across healthcare levels, institutions 
and wards, as well as to educational institutions.
Further studies on nurses’ and other healthcare professionals’ 
competence in a larger sample would be useful to support this study's 
findings and to add even more knowledge to this under‐represented 
area of research. In addition, studies that support the link between 
healthcare personnel's competence and healthcare quality would be 
useful when planning educational and quality improvement initiatives.
ACKNOWLEDG EMENTS
The authors would like to thank all the participating nurses, as well 
as their leaders accepting to participate.
All authors meet the authorship requirements as defined by the 
ICJME.
CONFLIC T OF INTERE S T
No conflicts of interest to declare.
ORCID
Ann‐Chatrin Linqvist Leonardsen  https://orcid.
org/0000‐0001‐5608‐9401 
R E FE R E N C E S
Aaraas, I. (1998). Sykestuer i Finnmark. En studie av bruk og nytteverdi. 
[General Practitioner hospitals in Finnmark. A study of use and utili‐
zation]. PhD Thesis. Tromsø.
Andersen, I., & Andersen, J. (2012). Validering av et måleinstrument 
for jobbtilfredshet [Validation of a measure for job satisfaction]. 
Sykepleien Forskning, 4(7), 334–340.
Baxter, P., & Norman, G. (2011). Self‐assessment or self‐deception? A lack 
of association between nursing students’ self‐assessment and per‐
formance. Journal of Advanced Nursing, 67(11), 2406–2413. https://
doi.org/10.1111/j.1365‐2648.2011.05658.x
Bing‐Jonsson, P., Hofoss, D., Kirkevold, M., Bjørk, I., & Foss, C. (2016). 
Sufficient competence in community elderly care? Results from 
a competence measurement of nursing staff. BMC Nursing, 15, 5. 
https://doi.org/10.1186/s12912‐0124‐z
Bing‐Jonsson, P., Foss, C., & Bjørk, I. (2016). The competence gap in com‐
munity care: Imbalance between expected and actual nursing staff 
competence. Nordic Journal of Nursing Research, 36(1), 27–37. https://
doi.org/10.1177/0107408315601814.
     |  491LEONARDSEN Et AL.
Bowie, P., McNab, D., Ferguson, J., de Wet, C., Smith, G., MacLeod, M., 
… White, C. (2015). Quality improvement and person‐centredness: 
A participatory mixed methods study to develop the "always event" 
concept for primary care. British Medical Journal Open, 5(4), e006667. 
https://doi.org/10.1136/bmjopen‐2014‐006667
IBM Corporation. (2012). IBM SPSS statistics for windows, version 21.0. 
New York, NY: Armonk.
Cowan, D., Norman, I., & Coopamah, V. (2005). Competence in nursing 
practice: A controversial concept–a focused review of literature. 
Nurse Education Today, 25(5), 355–362. https://doi.org/10.1016/j.
nedt.2005.03.002
Cowan, D., Wilson‐Barnett, J., Norman, I., & Murrells, T. (2008). 
Measuring nursing competence: Development of a self‐assess‐
ment tool for general nurses across Europe. International Journal 
of Nursing Studies, 45, 902–913. https://doi.org/10.1016/j.
ijnurstu.2007.03.004
Finnbakk, E., Skovdahl, K., & Blix, E. (2012). Top‐level manag‐
ers' and politicians' worries about future care for older people 
with complex and acute illnesses–a Nordic study. International 
Journal of Older People Nursing, 7, 163–172. https://doi.
org/10.1111/j.1748‐3743.2012.00312.x
Finnbakk, E., Wangensteen, S., Skovdahl, K., & Fagerström, L. (2015). The 
professional nurse self‐assessment scale: Psychometric testing in 
Norwegian long term and home care contexts. BMC Nursing, 14(59), 
https://doi.org/10.1186/s12912‐015‐0109‐3
Furåker, C. (2012). Registered nurses' views on competencies in home 
care. Home Health Management & Practice, 24, 221–227. https://doi.
org/10.1177/1084822312439579
Garåsen, H. (2008). The Trondheim Model. Improving the professional 
communication between various levels of health care services and 
implementation of intermediate care at a community hospital pro‐
vide better care for older patients. PhD thesis. Norwegian University 
of Science and Technology, Trondheim.
Gautun, H., & Syse, A. (2013). Samhandlingsreformen. Hvordan tar de 
kommunale helse–og omsorgstjenestene i mot det økte antallet pa‐
sienter som skrives ut fra sykehusene? [The Coordination Reform. 
How do the municipal health and care services meet the increased 
amount of discharged patients?]. Retrieved from https://brage.bib‐
sys.no/xmlui/handle/11250/2486174 (downloaded March 3, 2018).
Grimsmo, A., & Magnussen, J. (2015). Norsk samhandlingsreform i et in‐
ternasjonalt perspektiv [The Norwegian Coordination Reform in an 
international perspective]. Retrieved from https://www.forsknings‐
radet.no/servlet/Satellite?cxml:id=1254012133025 (downloaded 
March 6, 2018).
Grönroos, E., & Perälä, M. (2008). Self‐reported competence of home 
nursing staff in Finland. Journal of Advanced Nursing, 64(1), 27–37. 
https://doi.org/10.1111/j.1365‐2648.2008.04747.x
Ha, N., & Choi, J. (2010). An analysis of nursing competency affecting on 
the job satisfaction and nursing performance among clinical nurses. 
Journal of Korean Academy of Nursing Administration, 16(3), 286–294.
Hamström, N., Kankkunen, P., Suominen, T., & Meretoja, R. (2012). 
Short hospital stays and new demands for nurse competencies. 
International Journal of Nursing Practice, 18(5), 501–508. https://doi.
org/10.1111/j.1440‐172X.2012.02055.x
Hasson, H., & Arnetz, J. (2008). Nursing staff competence, work strain, 
stress and satisfaction in elderly care: A comparison of home‐based 
care and nursing homes. Journal of Clinical Nursing, 17(4), 468–481. 
https://doi.org/10.1111/j.1365‐2702.2006.01803.x
Haukelien, H., Vike, H., & Vardheim, I. (2015). Samhandlingsreformens 
konsekvenser i de kommunale helse–og omsorgstjenestene [The 
Coordination Reform's consequences in the municipal health and 
care services]. Retrieved from https://www.telemarksforsking.no/
publikasjoner/detalj.asp?r_ID=2794(downloaded April 3, 2018).
Henni, S., Kirkevold, M., Antypas, K., & Foss, C. (2018). The role of ad‐
vanced geriatric nurses in Norway: A descriptive exploratory study. 
International Journal of Older People Nursing, 13(3), e12188. https://
doi.org/10.1111/opn.12188
Institute of Medicine (2003). Health professions education: A bridge to 
quality. Washington DC: The National Academies Press.
International Council of Nurses. (2012). Reforming primary health care: 
A nursing perspective. Retrieved from www.innhnr.org/documents/
PHCNursing (downloaded March 3, 2018).
Istomina, N., Suominen, T., Razbadauskas, A., Martinkėnas, A., Meretoja, 
R., & Leino‐Kilpi, H. (2011). Competence of nurses and factors as‐
sociated with it. Medicina (Kaunas), 47(4), 230–237. https://doi.
org/10.3390/medicina47040033
Johannessen, A. K., Luras, H., & Steihaug, S. (2013). The role of an inter‐
mediate unit in a clinical pathway. International Journal of Integrated 
Care, 13, e012.
Kajander‐Ukuri, S., Meretoja, R., Katajisto, J., Saarikoski, M., Salminen, L., 
Suhonen, R., & Leino‐Kilpi, H. (2014). Self‐assessed level of compe‐
tence of graduating students and factors related to it. Nurse Education 
Today, 34(5), 795–801. https://doi.org/10.1016/j.nedt.2013.08.009
Kajander‐Ukuri, S., Salminen, L., Saarikoski, M., Suhonen, R., & Leino‐
Kilpi, H. (2013). Competence areas of nursing students in Europe. 
Nurse Education Today, 33(6), 625–632. https://doi.org/10.1016/j.
nedt.2013.01.017
Karsh, B. T., Booske, B., & Sainfort, F. (2005). Job and organizational de‐
terminants of nursing home employment commitment, job satisfac‐
tion and intent to turnover. Ergonomics, 48(109), 1260–1281.
Kim, M., & Kim, Y. (2015). Variables affecting nursing competency of 
clinical nurses. Indian Journal of Science and Technology, 8(26), 1–9. 
https://doi.org/10.17485/ijst/2015/v8i26/80758
Kirwan, M., Matthews, A., & Scott, P. (2013). The impact of the work en‐
vironment of nurses on patient safety outcomes: A multi‐level mod‐
eling approach. International Journal of Nursing Studies, 50, 253–263.
Kitson, A., Marshall, A., Bassett, K., & Zeitz, K. (2012). What are core 
elements of patient‐centred care? A narrative review and synthesis 
of the literature from health policy, medicine and nursing. Journal of 
Advanced Nursing, 69(1), 4–15.
Lappegard, Ø. (2016). Acute admissions at Hallingdal sjukestugu. Can and 
should local medical centres play a role in Norwegian healthcare ser‐
vices for acute admissions of a specified group of patients?PhD Thesis. 
University of Oslo, Oslo, Norway.
Lappegard, Ø., & Hjortdahl, P. (2012). Acute admissions to a com‐
munity hospital: Experiences from Hallingdal sjukestugu. 
Scandinavian Jorunal of Public Health, 40, 309–315. https://doi.
org/10.1177/1403494812450372
Lauder, W., Holland, K., Roxburgh, M., Topping, K., Watson, R., Johnson, 
M., … Behr, A. (2008). Measuring competence, self‐reported compe‐
tence and self‐efficacy in pre‐registration students. Nursing Standard, 
22(20), 35–43. https://doi.org/10.7748/ns2008.01.22.20.35.c6316
Leonardsen, A., Del Busso, L., Grøndahl, V., Ghanima, W., Barack, P., & 
Jelsness‐Jørgensen, L.‐P. (2016). A qualitative study of patient expe‐
riences with decentralised acute healthcare services. Scand J Prim 
Health Care, 34(3), 317–324. https://doi.org/10.1080/02813432.20
16.1222200
Leonardsen, A., Del Busso, L., Grøndahl, V., & Jelsness‐Jørgensen, L. 
(2017). “It's a whole human being”: A qualitative study of care expe‐
riences among patients treated in decentralised healthcare services. 
European Journal of Person Centered Healthcare, 5(1), 82–87. https://
doi.org/10.5750/ejpch.v5i1.1219
Lillebo, B., Dyrstad, B., & Grimsmo, A. (2013). Avoidable emergency ad‐
missions? Emergency Medicine Journal, 30(9), 707–711. https://doi.
org/10.1136/emermed‐2012‐201630
Meretoja, R., Isoaho, H., & Leino‐Kilpi, H. (2004). Nurse Competence Scale: 
Development and psychometric testing. Journal of Advanced Nursing, 
47(2), 124–133. https://doi.org/10.1111/j.1365‐2648.2004.03071.x
Naylor, M., Volpe, E., Lustig, A., Kelley, H., Melichar, L., & Pauly, M. (2013). 
Linkages between nursing and the quality of patient care. A 2‐year 
492  |     LEONARDSEN Et AL.
comparison. Medical Care, 51(4), 6–14. https://doi.org/10.1097/
MLR.0b013e3182894848
Needleman, J., & Hassmiller, S. (2009). The role of nurses in improving 
hospital quality and efficiency: Real world results. Health Affairs, 
28(4), 625–633. https://doi.org/10.1377/hlthaff.28.4.w625
OECD. (2010). Health care systems: Getting more value for money. 
Retrieved from https://www.oecd.org/eco/growth/46508904.pd‐
f(downloaded April 4, 2018).
OECD. (2013). Health at a Glance 2013. Retrieved from www.oecd.org/els/
health‐systems/Health‐at‐a‐Glance‐2013.pdf (downloaded March 4, 
2018).
Rolstad, S., Adler, J., & Ryd'en, A. (2011). Response burden and question‐
naire length: Is shorter better? A review and meta‐analysis. Value in 
Health, 14(8), 1101–1108. https://doi.org/10.1016/j.jval.2011.06.003
Romoren, T. I., Torjesen, D. O., & Landmark, B. (2011). Promoting coor‐
dination in Norwegian health care. International Journal of Integrated 
Care, 11(5), e127.
Schoneman, D., Simandl, G., Hansen, J., & Garrett, S. (2013). 
Competency‐based project to review community/public health 
curricula. Public Health Nursing, 31(4), 373–383. https://doi.
org/10.1111/phn.12091
Sikorska‐Simmons, E. (2005). Predictors of organizational commitment 
among staff in assisted living. The Gerontologist, 45, 196–205. https://
doi.org/10.1093/geront/45.2.196
Simonsen, B., Daehlin, G., Johansson, I., & Farup, P. (2014). Differences in 
medication knowledge and risk of errors between graduating nursing 
students and working registered nurses: Comparative study. BMC Health 
Services Research, 14, 580. https://doi.org/10.1186/s12913‐014‐0580‐7
Simonsen, B., Johansson, I., Daehlin, G., Osvik, L., & Farup, P. (2011). 
Medication knowledge, certainty and risk of errors in health care: A 
cross‐sectional study. BMC Health Services Research, 11, 175. https://
doi.org/10.1186/1472‐6963‐11‐175
Smith, J., Holder, H., Edwards, E., Erens, B., Lagarde, M., & Wright, M. 
(2013). Securing the future of general practice: New models of primary 
care. Retrieved February 3, 2018 from http://www.nuffieldtrust.org.
uk/publications/securing‐future‐general‐practice
St. Sauver, J. L., Boyd, C. M., Grossardt, B. R., Bobo, W. V., Finney Rutten, 
L. J., Roger, V. L., … Rocca, W. A. (2015). Risk of developing multimor‐
bidity across all ages in an historical cohort study: Differences by sex 
and ethnicity. British Medical Journal Open, 5(2), e006413. https://
doi.org/10.1136/bmjopen‐2014‐006413
Swanson, J., & Hagen, T. (2016). Reinventing the community hospital: A 
retrospective population‐based cohort study of a natural experiment 
using register data. British Medical Journal Open, 6, e012892. https://
doi.org/10.1136/bmjopen‐2016‐012892
The Norwegian Department of Health and Care. (2009). 
Samhandlingsreformen. Rett behandling‐til rett tid‐på rett sted [The 
Coordination Reform. Proper treatment–in the right time and place] 
47. Retrieved April 3, 2018 from http://www.regjeringen.no/upload/
HOD/Dokumenter%20INFO/Samhandling%20engelsk_PDFS.pdf
Uijen, A., & van de Lisdonk, E. (2008). Multimorbidity in primary care: 
Prevalence and trends over the last 20 years. The European Journal of 
General Practice, 14(1), 28–32.
Van den Berg, T., Landeweerd, J., Tummers, G., & Van Merode, G. (2006). 
A comparative study of organisational characteristics, work charac‐
teristics and nurses' psychological work reactions in a hospital and 
nursing home setting. International Journal of Nursing Studies, 43, 
491–505. https://doi.org/10.1016/j.ijnurstu.2005.06.007
Warr, P., Cook, J., & Wall, T. (1979). Scales for the measurement of 
some work attitudes and aspects of psychological well‐being. 
Journal of Occupational Psychology, 52, 129–148. https://doi.
org/10.1111/j.2044‐8325.1979.tb00448.x
World Health Organization. (2009). Nursing and midwifery. Human re‐
sources for health.Retrieved from Geneva http://www.who.int/hrh/
nursing_midwifery_global
World Health Organization. (2010). WHO Global status report on non‐
communicable diseases 2010 (GSR 2010). Retrieved from http://
www.who.int/nmh/publications/ncd_report2010/en (downloaded 
February 3, 2018).
World Medical Association. (2015). Declaration of helsinki‐ethical prin‐
ciples for medical research involving human subjects. Retrieved from 
http://www.wma.net/en/30publications/10policies/b3(down‐
loaded February 3, 2018).
How to cite this article: Leonardsen A‐CL, Bjerkenes A, 
Rutherford I. Nurse competence in the interface between 
primary and tertiary healthcare services. Nursing Open. 
2019;6:482–492. https://doi.org/10.1002/nop2.230
